To our knowledge, bilateral panuveitis and multifocal retinitis/vasculitis have not been described previously in association with leucocytoclastic vasculitis. We describe a patient with bilateral panuveitis associated with multifocal retinitis/vasculitis who also had multiple purpuric, palpable skin lesions. Biopsies of the skin lesions were diagnostic of leucocytoclastic vasculitis. An extensive examination for systemic disease was otherwise negative. Prompt treatment with systemic corticosteroids resulted in dramatic improvement ofboth the ocular and the skin lesions.
To our knowledge, bilateral panuveitis and multifocal retinitis/vasculitis have not been described previously in association with leucocytoclastic vasculitis. We describe a patient with bilateral panuveitis associated with multifocal retinitis/vasculitis who also had multiple purpuric, palpable skin lesions. Biopsies of the skin lesions were diagnostic of leucocytoclastic vas- culitis. An extensive examination for systemic disease was otherwise negative. Prompt treatment with systemic corticosteroids resulted in dramatic improvement ofboth the ocular and the skin lesions.
Case report A 57-year-old woman was referred for evaluation of recurrent episodes of bilateral uveitis of 9 years' duration. An extensive laboratory investigation, including purified protein derivative, Toxoplasma titres, erythrocyte sedimentation rate (ESR) HLA B-27, and chest x ray had been negative. On review of systems, the patient gave a history of a few episodes of arthritis affecting primarily the right ankle, as well as a psoriaticlike rash of her lower extremities. This rash reportedly had been investigated without positive results at another academic medical centre.
On examination the patient displayed bilateral panuveitis that affected the left eye more 12 January 1993 in size) of the inner retinal layer that were situated throughout the posterior pole. There were also scattered intraretinal haemorrhages. Small areas of preretinal infiltrate were observed along the inferonasal and below the inferotemporal arcades (Fig 1) .
Fluorescein Laboratory investigations included antinuclear antibodies (ANA) titre, rheumatoid factor, syphilis serology, Lyme enzyme-linked immunosorbent assay (ELISA), serum carcinoembryonic antigen (CEA), and angiotensin converting enzyme; results of all of these tests were within normal limits. A systemic collagen vascular disorder such as lupus erythematosus was suspected, but a serum immunology panel for lupus was negative. A computed tomography scan of the brain was also negative. The patient did have an elevated ESR-and 3+ serum C-reactive protein levels. The patient returned 3 weeks later with an acute 3 day history of rash, headache, fever, and increased floaters in the eyes. A recurrence ofthe bilateral panuveitis was diagnosed. Examination of the skin showed multiple, purple erythematous lesions, measuring 1-3 cm in diameter, distributed on the limbs, face, and ears (Fig 3) .
Reactivation of the rash prompted a search for the skin biopsies performed previously at another academic medical centre; this search revealed that a previous biopsy of a similar skin lesion of the elbow was organs that have been reported to be involved include kidneys, joints, lungs, brain, and gastrointestinal tract'; ocular involvement is believed to be rare. The most common laboratory findings include an abnormal ESR, abnormal urinalysis, positive rheumatoid factor, and positive ANA titre. 3 Ophthalmic manifestations of leucocytoclastic vasculitis are relatively rare, although in the dermatological literature there have been reports suggesting an association of uveitis, episcleritis, pseudotumour cerebri, and optic atrophy in patients with this vasculitis.' Similarly, there are reports of patients with hypocomplementaemic cutaneous vasculitis syndrome (that is, leucocytoclastic vasculitis) who developed bilateral, recurrent iridocyclitis, non-granulomatous anterior uveitis, marginal ulceration of the cornea, inflammatory chemosis, subconjunctival haemorrhage, and possible Posner-Schlossman syndrome."' We suspect that in some cases leucocytoclastic vasculitis may indeed be associated with uveitis, skin lesions, and arthritis in patients who have previously had a negative systemic examination. It is known that certain types of endogenous uveitis are immune complex mediated,"2 so it is quite probable that the circulating immune complexes present in leucocytoclastic vasculitis may incite an endogenous uveitis and associated retinitis. We are aware of a previous report that has implicated an immune complex mediated retinal vasculitis in the setting ofpolyarteritis nodosa, 3 a disease that displays histological features similar to those of leucocytoclastic vasculitis.
The multiple whitish intraretinal infiltrates observed in our patient most probably result from transudation of fluid and white blood cells 
